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THE FUNCTION OF THE PSYCHIATRIC RESIDENTIAL SCHOOL 
By Eart Saxe, M.D., anp Jeanerra Lyte, A.B. 


The neurotic or maladjusted child may be described as one who has 
felt some deprivation or lack of satisfaction in his environment and has 
attempted to remedy this lack in ways that are detrimental to himself 
and to society. He may seek to obtain the satisfactions, which he has 
missed, by undesirable methods which bring him into conflict with 
authority and which cause him greater pain and frustration; or he may 
renounce his original goals and seek substitute ones which do not 
contribute to his development. In the first case his rebellion and con- 
stant frustration may stimulate a type of behavior known as ‘‘chron- 
ically aggressive." (It should be borne in mind that a considerable 
amount of aggressive behavior in a child is a normal part of his de- 
velopment and should be given scope and direction.) In the latter 
case the child's dissatisfaction is expressed in more passive, listless 
forms which are none the less serious. 

How, where and by whom should such children be treated? This is 
the question which arises when the maladjustment of one of them be- 
comes so severe as to necessitate his being brought to a psychiatrist or 
to a child guidance clinic. Should the child remain at home? Should 
he be transferred to a foster home or should he be placed in an institu- 
tion prepared to deal with such problems? 

The answer must, of course, be an individual one; many factors must 
be considered, including the home situation, the attitude of the par- 
ents, the type, degree and duration of the problem, the economic 
status of the family, the available treatment facilities and the educa- 
bility of those responsible for the child. 

No neurotic or so-called *‘problem”’ child actually goes ‘‘untreated."’ 
His parents, his brothers and sisters, his teachers and neighbors are 
bound to apply pressure (“‘treatment’’) in an attempt to force him to 
mend his ways and to conform to the mores of his environment. Such 
treatment may be successful in time, but far more often it aggravates 
the problem, and results in the development of undesirable character 
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traits. Most neurotic children remain in the parental home until the 
situation has become unbearable for the parents or for the community. 
In other words, most children with problems are not brought for 
treatment until the environment has rebelled against the child, al- 
though the child may have been in distress for a much longer period. 
Unlike the neurotic adult who usually seeks psychiatric treatment 
because of internal need, the child is usually permitted to suffer until 
his maladjustment arouses external dissatisfaction with him. This is 
important to note because until society becomes more aware of the 
nature of children’s needs and the extent of the internal suffering which 
children experience, the first requisite for successful treatment of those 
children whom the psychiatrist sees must usually be a change of en- 
vironment. 

If those entrusted with the training of the child were more concerned 
with his feelings and needs and less with his overt behavior one might 
expect to accomplish much within the home environment by teaching 
parents how to understand the nature of the problem and how to modify 
the environment accordingly by changing their own attitudes of re- 
jection, revenge and wounded pride. Distinction would then be made 
between necessary deprivations based on reality considerations and 
retaliatory deprivations used to thwart and handicap the child. 
Intelligence instead of emotion would dictate the rewards and restric- 
tions imposed and forbidden activities would be replaced by equally 
attractive but more desirable outlets. In the usual situation, however, 
once the child has begun to rebel he finds himself hedged around with 
prohibitions enforced with increasing severity until he reaches a dead 
end. By this time the parents have often become too aggravated to 
cooperate readily with the therapist, much as they may consciously 
wish to do so; and the child is unable to cooperate with them because 
he has ceased to trust them. 

Change of environment for the severely ill child therefore becomes 
the sine qua non of prescribed treatment, for even if the therapist has 
the opportunity to work patiently with the parents for a long period 
of time and succeeds in changing their attitude, the child, who is the 
first consideration, will be somewhat neglected. Few physicians 
called upon to treat a serious illness would feel justified in taking 
valuable time to train the family in nursing techniques, thus exposing 
the patient to their ineptitude, especially if they had contributed to 
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the patient's illness in the first place. He would first insist that the 
patient be removed to a hospital and then instruct the family in 
measures for improving home conditions so that the patient might 
maintain his health after it was regained. It is an unfortunate fact, 
however, that it is precisely those persons most active in bringing 
about a child’s emotional maladjustment who feel themselves qualified 
to handle his treatment and who protest most feelingly about being 
separated from him. The overprotective mother, for example, who 
has warded off the recognition of her own hate and rejection of her son 
by excessive coddling and anxious care of his physical health refuses to 
give him up. Quite unconsciously she states her reasons in words 
which reveal her own hostility for him. She says, “I cannot live 
without him. He cannot go to sleep unless I am beside him. No 
one could possibly take as good care of him as Ido. No one can fill 
a mother’s place.’ 

In recent years there has been much enthusiasm for foster home 
treatment. No doubt in some mild cases this care is adequate, and 
even for the sicker child such treatment would be desirable if the foster 
home could provide a scientifically controlled environment twenty-four 
hours a day. Unfortunately such homes are not often available. The 
mother who accepts the responsibility may be a maternal kindly person 
but she is often overworked and entirely lacking in psychiatric training 
and insight. Sometimes the child's parents send him to the home of 
his grandparents or to an aunt who lives on a farm and he is able to 
displace all his resentments against his parents onto these relatives 
who are parent-substitutes. The foster home for the child has some- 
what the same utility and the same drawbacks as the ‘‘change of scene’’ 
often recommended for adult patients who are mentally ill; the illness 
is apt to persist in a new locale. 

It was to meet the need for psychiatric treatment in a scientifically 
controlled environment suitable for children that the residential 
psychiatric school came into being. Both parents and children accept 
the idea of a school with much less apprehension than they do the idea 
of treatment in a psychiatric clinic or a so-called “‘home."’ The 
principle of a school is also justified scientifically since the treatment of 
children is far more predominantly educational than that of an adult. 

The residential treatment of the maladjusted child is a field which is 
just beginning to develop. The factilities for such treatment are 
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meager, both in this country and abroad. There are only a few well- 
organized, well-staffed institutions for the psychiatric treatment of 
children. It is true that children whose concept of reality is so dis- 
torted and whose social maladjustment is so severe that they need 
protection for themselves and for society are often isolated and re- 
strained in many institutions such as reformatories, industrial schools, 
correctional farms and certain private schools, but this is not scientific 
treatment. These institutions do not deal with any but the delin- 
quent, the chronically aggressive, the underprivileged and the feeble- 
minded and they are often conducted more for the benefit of the com- 
munity than for their wards to whom a good deal of opprobrium is 
attached by society. There are a few such places that are trying to 
change this method of management of these children, but the means at 
their disposal are very limited and inadequate. 

The residential psychiatric school is all inclusive. It provides a 
home, a recreational center, a school, and in a sense a hospital. In all 
these situations the child is given the feeling that he is in a friendly 
and not an antagonistic environment. To accomplish this end every 
effort must be made to indicate to the child that this is so. This is 
doubly difficult, for the child at first subjects the new environment to 
a critical test. He brings to it his distrust, fear and suspicion of all 
society. As objectively as possible the staff tries to withstand these 
early provoking incidents. The fact that each member of the staff 
is in contact with the child only a limited portion of the day helps to 
maintain kindly, consistent attitudes under stress. 

One of the chief differences between the psychiatric residential school 
and the child's previous environment is that the school staff is aware 
of why the child has adopted his particular form of reaction and is not 
drawn into the child’s neurotic net. This is so for two reasons: 
first, the staff is not involved in the child’s emotional conflicts (as are 
his immediate relatives); and second, the staff is trained to under- 
stand why the child utilizes a particular pattern or behavior. 

A large capable staff is the most necessary single requirement to 
Cafry on an intensive therapeutic program. We can best illustrate this 
by describing a psychiatric residential school, The Southard School, 
associated with the Menninger Clinic. At this school every attempt 
is made to give the child a sense of security and to provide him with 
adequate genuine affection. In some children there has been a lack 
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of affection which may be likened to a deficiency disease, and they 
respond similarly when the missing elements are provided. Every 
member of the staff is trained to understand each child's reaction and 
to make an effort to meet this with the proper attitude. The most 
difficult part of this approach is to be able to tolerate the child's 
aggressiveness without a counter-reaction to it. Such an attitude, 
alone, is so different from the reaction that he has encountered previ- 
ously and from the reaction that he expects, that in itself it is a major 
factor in his treatment. We do not mean to imply that one should be 
indifferent to children’s aggressions, for indifference in itself is an 
aggressive attitude, but rather that a kindly understanding feeling be 
evidenced at all times. 

Necessarily the staff organization must be very flexible so that the 
approach can be modified from day to day as changes occur. Just as 
do adult neurotics and psychotics who are ill because they cannot 
manage their lives, similarly these children need a completely organ- 
ized program. They do best when they feel that they belong to a 
special program devised particularly for them. This gives them a 
sense of being wanted and gratifies some of their need for attention. 
It is important for these children to develop a sense of ‘‘belonging.”” 
The program devised for the individual child is not fixed and rigid but 
is frequently altered to meet some particular problem. 

To illustrate this plan we will discuss some of the principles and tech- 
niques employed. A g-year-old boy, when admitted, was so hyper- 
active and had such frequent tantrums that it was impossible to place 
him in the group on any occasion. He could not be kept in the class- 
room. He disrupted the dining room and in the various recreational 
activities he would fly into a severe rage if he did not win. After 
many months of mileu therapy these forces are now directed into more 
useful channels. He is now able to remain in the classroom the entire 
school day. He takes part in all recreational activities and has only 
occasional tantrums. In the Craft Shop where previously he devoted 
most of his time to destroying things he is now constructing a desk 
for himself. For months this boy had an opportunity to express his 
hostility without retaliation and to develop a feeling of security. 
In his physician he found a consistent and dependable father image 
which he had not had before. He no longer finds it necessary to attack 

society constantly for fear that he will be attacked. He has developed 











168 EARL SAXE AND JEANETTA LYLE 


some feeling of security and does not become panic stricken at the 
slightest threat to his well-being. 

After a child has been carefully studied psychologically, psychi- 
atrically, and physically, an attempt is made to find some field or 
sphere in which he can develop skill. A 14 year old boy who had 
been treated in his home like a hothouse plant, had never been per- 
mitted to mingle freely with other boys. Although he was an ex- 
cellent bridge and poker player, he couldn't jump, run, or throwa ball. 
As a result he isolated himself from the group and whenever tantalized 
by the other children, being unable to defend himself, he would vent 
his hostility by destroying his radio or breaking a window. His 
therapist utilized the personal hostility this child entertained toward 
one of the other boys to get him to accept boxing instructions. He 
made the effort because of his desire to beat his enemy and now he is 
capable of defending himself and of participating in some recreational 
activities with the others. 

Another example of this technique was that of an extremely asocial 
child who, though unable to cooperate in any group situation, liked 
dancing. This interest and ability was capitalized and he was given 
individual instruction in dancing until he was confident that he could 
dance well. With this means or talent he could join the group in 
dancing and be completely comfortable. In order for such children to 
join a group they must be better than average at the particular activity 
involved, not only so that they can feel secure within themselves but 
also in order that they can experience a feeling of being wanted and 
welcome within the group. This principle of individual instruction 
in preparing the child for group participation enters into the program 
of all the children. 

There must be some incentive for acquiring knowledge, however. 
The growing child develops new skills and new abilities and inhibits 
or suppresses undesirable asocial tendencies in order to gain the at- 
tention or love of an interested person. Because children who develop 
an undesirable reaction so often have no one for whom to develop 
their talents and have the feeling that there is no particular person or 
persons interested in their welfare, they need the influence of positive 
friendliness and affection. To fill this want in the course of treatment 
someone does develop a genuine interest in the child’s welfare and, 
progress. The child soon feels this and because of a desire to please 
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such a friend or to insure the continuance of this new-found interest 
he will make changes in his behavior. He has a motive for exercising 
self-restraint and can give up the undesirable behavior which he had 
adopted precisely because of the lack of someone's love and attention. 
We have had many examples that demonstrate this important truth. 
It was on this principle that August Aichhorn successfully established 
his school for wayward boys; and in Boys’ Town, Nebraska, Father 
Flannigan has organized his celebrated boys’ community on his 
belief, even though he had no formal psychiatric knowledge, that 
no boy can be a bad boy if he has a real friend. 

The management of sexual deviate behavior requires individual tech- 
niques. An attempt is made to redirect exhibitionistic and voyeuristic 
or peeping activities into socially acceptable paths. John, a boy of 14, 
had for some time come into conflict with various groups because of 
such tendencies. Though he was receiving individual psychotherapy, 
at the same time an attempt was made in his program to redirect these 
interests in useful social activities. At one of the plays given by 
the children he was given the task of speaking into a microphone 
backstage and announcing and describing the scenes which were 
portrayed. In this way his exhibitionism was satisfied by his talking 
to the group and his desire for peeping was satisfied by a sort of look- 
ing-from-behind at the scenes. This same boy was encouraged to 
join a camera group and to take movies around the School, again 
satisfying the looking or peeping desire by providing a socially ac- 
ceptable substitute for voyeurism. Because, in a sense, exhibitionism 
was a method that he had developed to convince himself and others of 
his manliness, an attempt was made to make it possible for him to 
exhibit his masculine prowess. In his particular case this was possible 
because he was a big boy and physically well-developed. Accordingly 
he was given special instruction in boxing, jumping, and pole vaulting. 
He took great pride in exhibiting his skill as a pole vaulter and jumper 
and held the School record in both sports. 

The schoolroom arrangement for those maladjusted children who are 
unable to get along in any group situation must be almost entirely 
individual, with only a few group classes. The aim is to prepare the 
child gradually for participation in group classes and eventually to 
return him to regular school with the ability to make the adjustment 
that it demands. Frequently it is found that the child has a deficiency 
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in some particular subject, such as reading or numbers, and then 
remedial measures are instituted for these defects. When the child 
increases his ability along these lines and feels more secure, he is 
bound to make a better adjustment to the group. 

It should not be deduced that milieu therapy alone is sufficient to 
correct all or most forms of maladjustment, unless one uses the term 
in the broader sense to include all the therapies which are available in 
a modern residential psychiatric school. In this paper, however, we 
have used it to indicate all features of the educational and therapeutic 
program except individual psychotherapy and psychoanalysis. The 
utilization of these is described elsewhere in this journal. Without 
them many cases of behavior and emotional disorders in children re- 
main relatively inaccessible. But when they are used a scientifically 
directed environmental treatment such as has been described is a de- 
sirable and well-nigh indispensable adjunct. This is partly because 
children will not always accept treatment as long as they remain in 
an environment hostile to their needs and partly because of the lack 
of cooperation in such an environment. They feel rightly that the 
fault lies largely in the outside world and consequently do not admit 
any need for psychological reorientation. Frequently they distrust 
all adults and seek an excuse to run away from treatment which they 
regard at first with suspicion. Like adult alcoholic patients, they are 
difficult to keep in treatment and similarly they need to be closely 
and sympathetically supervised until treatment is well under way. 

An even more cogent reason, however, is that parents, for various 
unconscious reasons of their own, often interfere with psychoanalytic 
treatment of the child if he is under their care. Sometimes they be- 
come jealous of the child's attachment to his therapist; again, they 
may vigorously oppose certain changes in the child’s behavior which 
become manifest in analysis and which are necessary for his re-educa- 
tion. Repressed and inhibited children tend to exhibit increased 
aggressivity during analysis, and while this is a favorable sign from 
the standpoint of prognosis, it is often a cause of great alarm to 
parents, teachers and neighbors who do not understand the tenor of 
the treatment. 


CONCLUSION 


Milieu therapy in a psychiatric residential school is the treatment 
of choice for the severely neurotic child, because (1) the first requi- 
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site for successful treatment is that the child be removed from the 
environment in which he became ill, since he is comparatively helpless 
to re-order his own surroundings or change them to better suit his 
needs; (2) the psychiatric school provides a scientifically controlled 
environment and a well-trained, objective and kindly staff to carry 
on an individual therapeutic program; (3) the school, using the facili- 
ties of the classroom, the craft shop, the library and the recreation 
field, encourages the child to learn techniques and skills which help 
him to develop self-confidence, a sense of security and a better social 
adjustment; (4) when individual psychotherapy or psychoanalysis is 
indicated as treatment for a child it is desirable and oftentimes neces- 
sary that it be carried on in an understanding, cooperative environment 
such as the psychiatric school affords. 














THE TREATMENT OF CHILDREN IN PSYCHIATRIC CLINICS 
WITH PARTICULAR REFERENCE TO THE USE OF PLAY 
TECHNIQUES* 


By Witi1am M. Cameron, M.D. 


This paper is concerned with treatment of so-called ‘‘problem’’ chil- 
dren in psychiatric out-patient clinics, and it will deal especially with 
the use of what, in psychiatry, is termed “‘play technique’’—utiliza- 
tion of the child's play to gain understanding of and contact with 
him. 

These children can be roughly divided into four groups based on the 
presenting symptoms. In the first the child is angry with the world, 
rebellious and negativistic, but it is usually not he but his parents who 
feel that something needs to be done. Such chronically aggressive 
children usually express their difficulties in assaults upon the environ- 
ment. Yet they are unhappy children and because of this there are 
ways to bring them to accept help. A second group of children will 
display a considerable degree of anxiety, enough perhaps to cripple 
them in their work at school and in their play with other children. 
A third group of children displays neither marked hostility nor anxiety 
but has withdrawn from most contacts with the world and appears 
apathetic and indifferent. Many of these children, although poten- 
tially quite intelligent, seem stupid and are quite unable to learn at 
school. In the social sphere their development is even more seriously 
impaired. Finally, the fourth group of children may show more iso- 
lated symptoms, apparently not related to gross disturbances in their 
behavior; they may display tics, bite their nails, be enuretic, or perhaps 
be given to disturbing temper tantrums. These specific symptoms are 
not lacking, of course, in the children with more general personality 
defects. 

Which of these children are best suited for treatment in an out- 
patient clinic or as out-patients in private practice? It is perhaps 
helpful to know at the outset that treatment of the severe cases of 
chronically aggressive children is not very satisfactory and may even be 


* Read before a meeting of the American Academy of Pediatrics, May 17, 1940, at 
Kansas City, Mo. 
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impossible in an out-patient department. Many of this type present 
immediate and urgent problems requiring intervention for the protec- 
tion of the community as well as the child. The most rebellious of 
these will not accept treatment and need protection in a suitable insti- 
tution while they are being prepared to accept help voluntarily. On 
the other hand, certain types of problem children are being treated 
with considerable success by means of an organized approach which is 
being utilized in most well-equipped child guidance clinics at present. 

I want to describe the organization, the facilities that are available, 
and the immediate therapeutic aims of the contemporary child guid- 
ance clinic (1). Treatment is referred to as being divided into two 
phases—the “‘indirect’’ treatment and the ‘‘direct’’ treatment. The 
indirect treatment has reference to attempts at modification of the 
environment whereas the direct form deals with the approach to the 
child himself. The immediate modification of disturbing factors in 
the child’s environment can be expected to produce some beneficial 
results even though the child himseif remains untreated. This is 
commonplace knowledge but it is worth mentioning because with 
adult neurotic patients, changes in the environment often produce 
little or no benefit. The adult neurotic usually has a well-crystallized 
pattern of living and he customarily provokes rebuffs from the environ- 
ment if they are not spontaneously forthcoming. Thus environmental 
manipulations in the case of the adult may be followed by his return 
with ever-renewed complaints. This is not so with the child. The 
significant fact that he is still a growing organism accounts for the 
difference. ‘‘Growth’’ is a dynamic process tending to lead the or- 
ganism into satisfactory biological development and adaptation. If 
the child’s anxieties and fears are alleviated he will spontaneously 
adopt a more normal path of development. 

This indirect therapy is carried out by a psychiatric ‘‘team’’ in 
which a psychiatric social worker plays a valuable role. She cus- 
tomarily visits the home of the child, consults the child’s teachers, 
and discusses her findings with the psychiatrist and psychologist. The 
psychiatrist has meanwhile obtained some opinion about the case from 
his preliminary examinations of the child. The psychologist is able 
to report on the child’s intelligence and in regard to any specific dis- 
abilities such as reading difficulties or impediments in speech. Thus 
it is possible for such a team to make intelligent decisions regarding 
modification of the child's environment. 
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As the case is carried on the psychiatric social worker undertakes 
the guidance of the parent (2, 3). The child’s problem is usually the 
consequence of a disturbed parent-child relationship. Not only is this 
disturbance responsible for the child’s neurotic illness, but it may also 
have grave consequences in his general social development. The 
parent-child relationship forms a pattern for the individual's inter- 
personal relationships throughout his life. Thus, the worker and the 
parent must recognize, and correct if possible, any circumstance that 
deprives the child of the steadfast affection of both his parents. In 
many cases the child's problem develops out of a struggle with a neu- 
rotic parent, often the mother. She tends to re-live her own traumatic 
childhood during the infancy of her child. She alternately takes 
the part of her own unresolved infantile desires and then the role of 
the severe parent that she herself knew as a child. Consequently, if 
the mother is genuinely interested in the child and is willing to recog- 
nize her own role in the struggle, she will be able to do a great deal 
to relieve intolerable pressures that precipitated the child's neurotic 
difficulties. The child himself is grateful that he does not have to 
work out the problem alone. He feels less guilty about it. He is 
immediately less desperately hostile toward his parent. At times, 
too, the mother, if left out of the treatment, is jealous of the attention 
given the child. Sometimes the mother will prefer a neurotic child 
if he is her own handiwork to a more healthy child who owes his 
personality to his therapist. Thus a mother who has participated in 
treatment often has a great deal of pride in the work and welcomes 
the changes that are seen in her child. 

These indirect measures can often accomplish a great deal but the 
child, like the neurotic adult, may be unable to change his feeling 
about the world even though environmental pressure be relieved. His 
behavior patterns are crystallized to some degree and when he expects 
hatred and maltreatment he is likely to provoke it by his behavior 
because he is so accustomed to it. The child needs help in breaking 
this vicious circle and it is through direct therapy with the child that 
we aim to modify the morbid elements of the child's personality to 
the extent that he can make a new type of adjustment to his envi- 
ronment. 

In recent years most therapists in child psychiatry have employed 
some form of “‘play technique,’ (4). This technique is popularly re- 
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ferred to as ‘‘play therapy,"’ although the term is a misnomer. The 
play itself is not responsible for the therapeutic effect. It is a means 
of communication with the therapist and we really should not speak 
of *‘play therapy’’ any more than we would speak of ‘‘talk therapy” 
in the treatment of adults, since ‘‘talk’’ alone doesn’t cure the neu- 
rotic patient. The play technique really comprises a ‘‘relationship’’ 
therapy, but this will be discussed again after the technique has been 
described. 

The child is introduced to the psychiatrist who leads him into a 
room in which the child sees a number of toys, particularly dolls, 
chairs and tables of miniature size, plastic materials, a wash basin 
where he can play with water, and often a sand box. The psychiatrist 
assumes a rather passive but friendly attitude in inviting the child to 
play with the toys. He sits beside the child and displays a friendly 
interest in the game without appearing obviously inquisitive. Occa- 
sionally if the child is diffident the psychiatrist himself will suggest 
agame. Some workers take a quite active role in this regard. Joseph 
Solomon, for example, will begin somewhat in this vein (5): ‘Let's 
play a game”’ and if the child is a girl, ‘Here is a little girl.’’ Then 
he will pick up two adult dolls saying, ‘‘And here are the mother and 
father. Now who else is in this little girl's family?’ At this point 
the child will almost always supplement the doll family after a pattern 
of her own and the really significant thing about the play technique 
is that the child will continue to project her own life situations and 
feelings into the little dramatization with the dolls. The doctor will 
continue, ‘‘Now whom does the little girl like best?’’ and the child 
will begin to describe her relationships to her parents. Perhaps the 
father and little sister doll are placed together at one side of the table 
and the psychiatrist says, ‘‘Look, the father is going away with the 
little sister. How does the girl feel about that?’ ‘‘She feels very 
sad."’ “‘What does the little girl want to do when she feels sad?"’ 
At this point the patient may describe how the girl doll wants to get 
all dirty (soil herself) or break things when she feels sad. In this way 
the connection between the patient’s symptoms and intrafamilial rela- 
tionships begins to become apparent. 

Such revelations by the patient may be accompanied by a good deal 
of anxiety. The therapist must take care not to let the child reveal 
too much at one time. He must also be careful to keep the play in 
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the third person and to protect the child against uncloaked recognition 
that it is her own feelings she is describing. When these feelings have 
eventually become more tolerable to the child she will spontaneously 
acknowledge that ‘‘the little girl was me, wasn't it?’’ The therapist 
must restrain himself from prematurely making use of his insight into 
mechanisms that the child is revealing. 

David Levy (6) has employed a more closely controlled play tech- 
nique in the treatment of mildly neurotic children. He selects pa- 
tients who have sustained some recent trauma and display a specific 
and more or less isolated symptom, night terrors, for example. He 
sets the stage to duplicate precisely the traumatic situation and finds 
that children enter into such a dramatization with considerable genuine 
feeling. The therapeutic results have been remarkably good after only 
a few interviews. He has used similarly controlled play with children 
whose chronic misbehavior appears to center about sibling rivalry (7). 
His patients show genuine hostility toward the dolls representing the 
rival siblings and very often toward the mother doll as well. Im- 
provement in these cases seems to parallel the degree of primitive 
hostility the children can vent during the dramatization. Such spe- 
cific cathartic measures do not seem applicable to children who suffer 
from a more severe personality defect. These are better treated by 
the moderately controlled form of play of Solomon or by the technique 
of entirely free play employed by Maxwell Gitelson (8). Free play 
is better suited to the profoundly neurotic child whose life has become 
a continuous traumatic experience. The psychiatrist may be wise to 
allow such a child complete freedom in presenting his problem in 
spontancous play. 

What is gained by the use of this technique that could not be gained 
by verbal interviews? How does it help the doctor in his approach 
to the patient? We all know how reticent a child can be, particularly 
with a stranger, but the child will play, when invited to do so, 
whereas he might only remain silent if asked to talk about himself. 
We have already seen the reason for this. He can dramatize his prob- 
lems by means of the dolls without actually acknowledging them as 
his own. The drama is kept in the third person. Actually children 
often seem to realize that they are really talking about themselves, 
but the play is a face-saving device and represents a tacit agreement 
on the part of the psychiatrist to avoid anything like a cross-examina- 
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tion. With this protection the child feels safe to go straight to the 
point with a minimum of evasion. 

An equally important feature of the play technique lies in the fact 
that action is more primitive than speech. The child cannot ver- 
balize his feelings regarding events if they occurred before he acquired 
the vocabulary necessary to describe them. Thus the child is left 
inarticulate in his efforts to describe by words alone the true signifi- 
cance of much of his early life (9). 

It may be asked how this play technique is of therapeutic value to 
the child? One immediately thinks of the cathartic value of the re- 
enactment of traumatic situations. This cathartic method seems to be 
useful, however, only in very mild cases, in children with essentially 
normal personalities who have suffered some isolated and transient 
trauma. In the case of the definitely neurotic child it should be em- 
phasized that the mere playing out of episodes in his past life is of 
little therapeutic value. The child has been doing that all along in 
his spontaneous play at home. The principal therapeutic value of the 
technique is that it enables the child to communicate important matters 
to a kindly, yet authoritative, adult who understands and accepts him. 
This possibility of communication through play paves the way for a 
new kind of relationship for the neurotic child. It is a secure rela- 
tionship from the child's point of view. It is one in which he is 
accepted as an individual, good and bad features alike, and conse- 
quently it grants him, perhaps for the first time, the status of a human 
being. 

Just how does this beneficial relationship arise? The child plays 
with the dolls in front of the doctor but how does the patient relate 
himself to the therapist? This occurs in two ways: First, the doctor 
is a kindly person who offers to play with the child and who doesn’t 
scold him or pry into his affairs. The child likes to come and see the 
doctor and has discovered at least one adult who doesn’t plague him. 
All of this, of course, implies a rather passive role on the part of the 
therapist but the therapist relates himself to the child more actively 
through interpretation of the child's play. The interpretation is 
always given for a long time in the third person. The doctor talks 
about the dolls and shows that he understands why the doll feels 
badly and why it is not remarkable that the doll misbehaves. This 
interpretation greatly diminishes the child's anxiety and his sense of 











178 WILLIAM M. CAMERON 


guilt. The child is grateful and clings to the person who can relieve 
his anxiety. Later on when the anxiety is much diminished, the child 
will, in some cases, abandon the dolls and talk about himself directly. 
When he reaches this stage in therapy he has acquired a considerable 
ability to see himself objectively, and such insight will help to insure 
a more normal development. 

The child's dependency upon the therapist is really a very valuable 
and useful element in treatment. The child must be dependent upon 
someone. That is, there must be someone toward whom his feelings 
are not encumbered with anxiety. When the child learns that it is 
possible to have a relationship with an adult that is devoid of anxiety 
he has learned something very valuable for his development. He has 
learned a new pattern that he may be willing to try outside of the 
clinic. This dependency must not continue indefinitely, but experi- 
ence with a play technique shows that dependency diminishes steadily 
as the child's anxiety and guilt are relieved. 

Independence of the therapist is achieved also in another way. The 
therapy attempts to interrupt the vicious circle of the child's neurotic 
behavior. During his illness the child's fear and guilt aroused anger 
and hatred toward those with whom his unhappiness was associated. 
These feelings were expressed in rebellious and spiteful behavior. 
Now as his fear and guilt are lessened there is a corresponding improve- 
ment in the child's relationships to his family. His behavior is less 
provocative and his parents are more pleased with him. In short, 
they are able to love the child more and as a result he becomes increas- 
ingly less dependent upon his psychiatrist. Children usually take an 
active role in terminating treatment when they feel there is no longer 
a need for it. This phase in treatment is an interesting one and usually 
characterized by an objective and friendly attitude toward the therapist 
which is far different from their earlier anxious dependence. 

In presenting this subject the writer does not want to imply that 
there are no difficulties or complications in treating neurotic children 
with the play technique. There are a great many. The establish- 
ment of a beneficial relationship between the patient and therapist is 
dependent upon the latter's showing the child that he really under- 
stands and accepts him, but it is not always easy to understand the 
child. The child's play, particularly when it is uncontrolled by the 
physician, is often very similar toadream. The child is, in fact, often 
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playing out his day dreams. The play may involve symbolism, dis- 
placement, inversion, and all the mental mechanisms that make dreams 
at the same time revealing and obscure. Consequently, the therapist 
must have a grasp of the role of unconscious processes in thought and 
an understanding of the emotional factors in behavior before he can 
understand and make use of the evidence that the child has set before 
him. If he does not really understand the child he cannot relieve the 
child’s anxiety. 

One might assume that if the therapist didn’t understand the child's 
play he need only wait until the play eventually made itself clear to 
him. This is unfortunately not possible. There is a certain time 
limit. Free play is very much like the free association used in the 
psychoanalytic treatment of adult neurotics. The patient comes and 
presents in this form a great deal of material with a highly emotional 
content, and while he presents it he feels more anxious than usual. 
At first it is all right if the psychiatrist is merely not angry with him, 
but as the psychiatrist's unencouraging silence continues it often gives 
tacit assent to the patient’s mounting anxiety and guilt. The thera- 
pist must understand the patient and indicate that he does so or the 
case is lost and the patient is credited merely with another traumatic 
experience. 

Since “‘play therapy’ has been shown to be of definite value in the 
hands of competent therapists, it now enjoys a considerable vogue 
among many psychiatrists, psychiatric social workers, and other 
workers in child guidance clinics. Actually, however, the use of 
play techniques demands much more understanding of behavior than 
the classical method of interrogation. The method of free play, in 
fact, is precisely that employed by Anna Freud (9), Melanie Klein (10), 
Eric Homburger Erikson, and others working in the psychoanalysis of 
children. Free play theoretically offers the therapist all the material 
necessary for a deep analysis. There is always danger, as we have 
already seen, in obtaining from a patient material that one does not 
know how to handle. It would seem wise in certain cases, particu- 
larly when the therapist is not analytically trained, to substitute a 
more controlled play technique for free play. 

It may be concluded that despite the difficulties in play therapy the 
technique is far superior to the old methods of verbal interrogation 
in approaching the child and establishing a relationship of thera- 
peutic value. 
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PSYCHOANALYSIS OF CHILDREN* 
By Mary O’New Hawkins, M.D. 


The various pediatric and psychiatric clinics of this country have 
made great progress during the past ten years in the prevention and 
cure of behavior disorders occurring during childhood. However, in 
spite of all attempts and even when a good environment is securable 
and prolonged therapy possible, many cases remain refractory to 
treatment. Other cases yield in an unsatisfactory manner to treat- 
ment—the symptom disappears only to be replaced later by another 
symptom. 

Psychoanalytic investigations sometimes reveal the causes of these 
failures. In some cases where the therapeutic measures have been 
limited chiefly to milieu changes analysis has shown that the symptoms 
were determined rather by past and consciously forgotten traumas 
than by the obviously bad environment. In other cases where rather 
extensive psychotherapy has been employed analysis has shown that 
the primary problems had not been reached. They had not been 
reached because these problems were dependent upon very carly 
fixations and regressions not discoverable by any other means than the 
microscopic technique of psychoanalysis. 

My discussion today will be limited to general considerations 
concerning psychoanalysis—especially concerning its application to 
children—and to the indications for and against it as the therapy of 
choice for the various specific symptoms of children. 

Allow me to summarize briefly the special aims of psychoanalytic 
therapy. 

The aims are (1) the realization by the patient of his difficulties of 
adjustment (in psychoanalysis this always represents more than the 
presenting symptoms), (2) the discovery of the patient’s unconscious 
drives and mechanisms, and (3) the understanding of these unconscious 
drives and mechanisms in relation to their effects upon the patient's 
conduct. The emphasis here is upon the word wsnconscious. Freud 
has shown that wishes, emotions, and even ideas may be unconscious 
and that these unconscious wishes, emotions, and ideas are just as 


* Read before the American Pediatric Association, Region III, Kansas City, Missouri, 
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potent in the determination of human conduct as those which are 
conscious. To whatever extent certain other formulations of Freud 
may be subject to later modifications, his discovery of the importance 
of unconscious motivation will remain one of the most important keys 
to the understanding of human conduct. 

How does a patient's understanding of his unconscious motivation 
effect desired changes in his conduct? Neurotic disorders occur against 
the intent of the patient; his acts represent unconscious wishes, not 
conscious ones. When the unconscious drives are made conscious the 
patient then is free to choose his line of conduct—he is free to act 
according to reality instead of according to unreal but powerful 
psychological pressures. This is a very superficial explanation of the 
curative effects of psychoanalysis but the time limits of this paper do 
not allow further elaboration. 

The aim of child analysis is identical with the aim of adult analysis. 
The child is brought to acknowledge his own difficulties, and then 
gtadually analyst and child must work together to discover their 
origin. During the course of an analysis a child becomes aware of 
unconscious drives and emotions—love, hate, jealousy, etc.—remem- 
bers forgotten events, and understands his fixations by them just as 
does the adult during the course of his analysis. 

But while the aims of child analysis are identical with the aims of 
adult analysis, the method, the technique differs greatly. A young 
child cannot be expected to lie on a couch with the analyst sitting 
behind him and to talk in this position one hour a day. A child 
cannot be expected to learn the method of free association as demanded 
of the adult. Nor can he be expected to realize the necessity of saying 
every thought which occurs to him during the analytic hour. 

What then is the technique of child analysis? 1n child analysis the play 
technique of Anna Freud forms the basis for the treatment. The child 
is provided with a number of toys and is given freedom to choose the 
toys and to play as he wishes. He is observed during this play and an 
attempt is made to understand its unconscious motivation. In this 
way play becomes a substitute for the free associations of the adult. 
The child is encouraged to talk of his daily life and to report his dreams 
and especially his day dreams. Interpretations are given to the child 
just as they are given to the adult. . 

Another great difference betweenthe technique of adult and child 
analysis has to do with the behavior of the analyst. The analyst of adults 
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tries to be as impersonal as possible, gives no advice or encouragement 
unless absolutely necessary, and shows no disapproval. At least this 
is the classical technique adhered to when possible because it al- 
lows a presentation of the patient's problems undistorted by the 
analyst’s personality. A child, however, cannot tolerate such be- 
havior of the analyst. He would form no transference at all to such 
an analyst, would refuse to return day after day over long periods of 
time to him, could not talk intimately with him, and would refuse to 
listen to his interpretations. The analyst for children must show 
himself the child's friend, must take his part, praise him or encourage 
him. He must obtain the child's affection. He must occasionally 
show disapproval because the child's superego or conscience is in- 
sufficiently developed, and because its development is so greatly de- 
pendent upon the adults of his environment. Therefore, the child 
analyst cannot remain only the analyst during his treatment of the 
child; he must also help the child, especially the very young child, 
in his judgment of right and wrong. Although during the analysis 
he reveals the child's forbidden desires to him and so in a way frees 
them, he must at the same time help the child to control them and to 
direct them into acceptable channels. This as you see is quite in con- 
trast to classical adult analysis. 

An important part of every child analysis is the sex instruction given 
and this sex instruction is of a particular kind. In the analyses of 
children it has been found that ordinary sex instruction consisting of 
anatomical and physiological explanations is inadequate for the child's 
requirements. The child wants to know and needs to understand the 
emotional aspects concerned with sex. Moreover, the child’s mis- 
conceptions and fears in regard to sex play an important role in the 
development of his neurotic symptoms. For example, if he conceives 
of the sexual act as something cruel and brutal, he may become cruel 
and brutal in all his love relations, even those of ordinary friendship, 
or he may become passive and seek suffering, or he may try to exclude 
all love from his life, etc. There are many possibilities. Therefore, 
sex instruction in child analysis must include not only the ordinary 
facts of sex, but also the emotions which belong to it. Of course, 
interpretations of the unconscious reasons for these misconceptions 
must accompany the instruction. 

I have discussed the aim of psychoanalysis, its technique as applied 
to children, the role of the analyst in child analysis as contrasted to 
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his role in adult analysis and the place of sexual instruction during the 
treatment of children. I now come to the most unfavorable aspect of 
psychoanalysis, namely, the length of treatment required. It is 
generally necessary that the child come to the analyst five times weekly 
for one hour daily, and that this treatment extend over a very long 
period of time, usually at least one year. The length of treatment and 
expense involved make analysis possible only for a very few selected 
children, and this is very unfortunate. However, it should not be 
wondered at that prolonged and intensive treatment is often necessary. 
Neuroses and many character disturbances are serious and profound 
illnesses involving just as great psychological changes as, for example, 
the anatomical changes occurring in tuberculosis. 

In the following paragraphs, I shall consider some of the indications 
for and against psychoanalysis as the therapy of choice in regard to 
various symptoms of children. 

What are the indications for psychoanalysis for children? The 
general indications are the same as the indications for adult analyses. 
Neuroses may to some extent be alleviated by psychotherapy and by 
milieu-therapy but a cure is dependent upon the patient’s real under- 
standing of his deeper unconscious drives and mechanisms and upon a 
prolonged working through of these mechanisms in relation to their 
expression in behavior. This deeper investigation and intensive work- 
ing through are possible only in psychoanalysis. 

Most cases of compulsion neurosis require analysis and even in be- 
ginning cases of compulsion neurosis analysis is the therapy of choice. 
Hysterias also require analysis. However, I do not mean by this 
assertion that all hysterical symptoms require analysis. Fleeting 
hysterical symptoms are shown by most children and need not neces- 
sarily be considered of importance. Severe maladjustment of char- 
acter are due to severe disturbance of the instinctual drives and remain 
recalcitrant to psychotherapy and milieu therapy. Here again analysis 
is the therapy of choice. In making these recommendations, I am 
conscious that psychoanalysis is impossible for the majority of pa- 
tients, but when it is possible I think that time should not be wasted 
upon other methods of treatment. 

Most children are brought to psychiatric consultation, however, not 
for established neuroses but for specific symptoms. I should like to 
consider a few of these various symptoms and explain briefly something 
about the psychoanalytic point of view in regard to them. 
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Many children exhibit phobias but I have not included phobias 
under the neuroses requiring psychoanalyses. A phobia may require 
psychoanalysis but not necessarily so. Each case must be considered 
on its own merits, and psychoanalysis is indicated only when the 
phobia is of such severity or duration as to interfere with the child's 
life and development. 

Enuresis is another frequent presenting symptom. It is a symptom 
which disappears under many kinds of treatment and often without 
treatment. Nevertheless, psychoanalysis is indicated in all cases of 
enuresis occurring during late childhood, in spite of the fact that the 
symptom itself will almost always disappear eventually. This recom- 
mendation is based upon psychoanalytic investigation which has 
shown that this symptom occurs only when there is serious disturbance 
in sexual development. Most of these patients will show some form 
of neurosis in later life. Analysis in these cases is indicated not so 
much as a cure for the enuresis but as a means of prevention of later 
neurotic problems. 

Temper tantrums do not necessarily indicate intensive therapy of 
any kind unless they are of great severity and extend long past the age 
when most children abandon them. 

Delinquency may or may not require psychotherapy; most symptoms 
of delinquency are of course more or less normal in young children, 
and their disappearance depends upon their successful handling by 
parents. Of course, delinquency often develops because the child 
identifies himself with a delinquent father or mother, and in some of 
these cases a good father or mother substitute solves the problem. 
Delinquency may be an expression of neurosis or may be some sort of 
a substitute for neurosis, and in such cases a modified psychoanalysis 
is the therapy of choice. 

Sexual perversions are an indication for psychoanalysis when they 
are established perversions of older children. It has long been ob- 
served that little children exhibit many forms of sexual perversions 
such as peeping, exhibitionism, all kinds of playing with children of 
the same and opposite sex, etc. This is a part of normal development 
during childhood and need not be considered of serious importance 
unless some of these characteristics become fixed symptoms in late 
childhood and adolescence. I should like to mention here, however, 
that sexual perversions are very difficult to treat even with psycho- 
analysis and require prolonged analysis. 
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Masturbation of course is not necessarily an indication for psycho- 
analysis and usually not an indication for any form of therapeutic 
interference, that is when the masturbation seems to be within normal 
limits. This usually means when the masturbation occurs as a satis- 
faction of sexual needs. Some children masturbate excessively to 
escape unhappiness, fears, and a sense of guilt, and these children re- 
quire treatment. If readjustment of environment and psychotherapy 
do not decrease masturbation in these cases then psychoanalysis is 
indicated. 

Lying may be normal or it may be excessive due to the child's fear 
or sense of guilt, etc. Whether analysis is required will have to be 
considered in every individual case. However, pathological lying is 
an indication for psychoanalysis. Pathological lying indicates serious 
maladjustments of the instinctual drives and psychoanalysis is the 
therapy of choice. 

Tics also are often of psychogenic origin and best treated by analysis, 
as are many cases of stuttering. These symptoms at least when well 
established seem to be dependent upon unconscious mechanisms only 
to be revealed through psychoanalysis. 

In many cases of chronic aggressiveness analysis is indicated not only 
because of the possibility of the continuance of this symptom but also 
because of the dangers attendant upon its discontinuance through 
repression. The child may become ashamed of his aggressive behavior 
and repress not only his acts but also his feelings of hostility to such 
an extent that they become directed inwardly. Such a child might 
develop a compulsion neurosis in order to hold in check his aggressive 
acts or he might become a masochist. Apparent nonanalytic cures of 
chronic aggressiveness sometimes form the bases of later neuroses. 


SUMMARY 


The success of psychoanalytic therapy is dependent upon its ability 
to uncover the unconscious drives and mechanisms controlling human 
conduct. It is the therapy of choice for the neuroses (with the possible 
exception of mild and transient phobias), for severe maladjustments of 
character, for perversions and for many of the symptoms not treated 
successfully by ordinary psychotherapeutic means. Its aim is to cure 
not only the presenting symptom but also the accompanying character 
deviations. In children it often can prevent the later development of 
neurosis, and perhaps even psychosis, presaged by the presenting 
symptoms. 
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AN IMITATIVE REACTION TO A MENTAL HYGIENE 
INSTITUTE BY THE CHILDREN OF THE SOUTHARD 
SCHOOL 


For several years the Southard School has offered in June an intensive 
course of lectures, seminars, forums, and case discussions likely to be of 
interest and of benefit to school teachers. The lectures are held in the 
Craft Shop of the School. Notebooks containing outlines of each 
lecture and blank pages for annotations are furnished to each regis- 
trant and lectures follow one upon the other from nine in the morning 
until five in the afternoon. Because of the space limitations of the 
building, the enrollment is sharply restricted. Careful preparations 
were made for the 1940 Institute months in advance and during this 
time it was inevitable that the children resident in the School should 
become acquainted in a general way with the project. During the 
actual sessions of the Institute the children were somewhat discom- 
moded because the Craft Shop in which they were accustomed to work 
daily was in use and their time had to be otherwise allotted. They 
did not resent this so much as the fact that they were not permitted 
to attend. So far as we know they did not at any time come within 
earshot of the formal sessions. 

Nevertheless this year they expressed their disappointment in an 
astonishingly constructive, imitative reaction. They resolved to have 
a Mental Hygiene Institute of their own. They began choosing sub- 
jects and writing lectures which they proposed to read. They insisted 
upon having mimeographed programs made just like those that had 
been used for the regular Institute. They themselves distributed invi- 
tations to various members of the staff of the School and of the Menn- 
inger Clinic, having previously agreed at a conference among them- 
selves that only the children presenting papers should attend, because 
the subjects to be discussed were too complex for the younger children 
to understand! 

The papers and the discussion following proved to be so interesting 
that it was decided to publish them verbatim in the Bulletin. It 
should be emphasized that these children received no help whatsoever 
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in the composition of their essays, neither in regard to the ideas nor in 
regard to the composition. They were not edited either before or 
since their delivery. 

The child analyst connected with the Southard School, Dr. Mary 
O'Neil Hawkins, was present and occasionally contributed to the dis- 
cussion. While she was familiar with the attitudes expressed by some 
of the speakers, she was no less astonished at some of the conclusions 
than were other members of the staff. This explanation is made 
because it might be assumed by the casual reader that the ideas were 
a parroting of material gained from analysis. Any competent psycho- 
analyst would quickly realize, however, that a skilful analyst would 
not consciously foster some of the ideas and Dr. Hawkins believes 
that to some extent the children’s psychoanalytic formulations represent 
resistance fabrications, that is, intellectualizations which contain, 
on the one hand, personal revelations, and, on the other hand, in- 
tellectualized distortions acting to disguise the child's real inner per- 
sonal conflicts. 

The editors had originally planned to append a brief summary of the 
clinical aspects of each case, but it was decided that the papers may well 
stand or fall on their merits, providing this preliminary understanding 
of their origin and nature is borne in mind by the readers. 

Tue Eprrors. 


The Children’s Institute was held one forenoon soon after the close 
of the Teachers’ Institute. The attendance was strictly limited to the 
staff of the School, the psychiatrists of the Menninger Clinic, and those 
children who arranged the Institute. 

The first lecture was given by a fourteen-year-old girl who had 
never before made any kind of public appearance. Her timidity was so 
great that she had never been able to recite a poem or play a piano piece 
before a school audience. She read her speech for the Institute freely, 
however, and without any great sense of embarrassment and was 
jubilant afterwards over her success. 


I. Serr-ConFIDENCE 
By Alice C. 
Everyone needs to have self-confidence in this world to meet the 


troubles of life and its problems. Without self-confidence, all tasks 
seem too hard to attempt to accomplish. By self-confidence, I do 
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not mean being stuck-up; I just mean being sure of yourself, and that 
you can do the things you try to do. For example, I wondered 
whether or not I would have enough self-confidence to give this talk. 

Quite a few children lack self-confidence, because of lack of under- 
standing and sympathy. Parents sometimes seem to the child to be 
too busy to try to understand the child, or even to care to. Although 
the parents may want to do this very much, they sometimes lack self- 
confidence, also; and with them lacking self-confidence, they can hardly 
expect the child to have any. Parents often say when a child starts 
out from home, ‘‘Now be a good girl! Remember to be polite—to 
say “Yes, ma'am,’ and ‘Thank you.’ '’ The child feels that the parent 
does not believe that she will be good, or will be polite, and, there- 
fore, doesn’t have much confidence that she will. In contrast to this 
we all know the story of Thomas Edison, and how he invented things 
because of his mother’s confidence in him. She encouraged him in 
his ideas, instead of laughing at him. 

Without enough encouragement or praise from adults, we are in- 
clined to lose self-confidence, because no one seems to believe in us or 
in what we do. I think self-confidence should be cultivated in a child 
when it is very small, by giving it love, understanding, encouragement 
and praise. 

This is all of my talk. Do you have any questions? 


DISCUSSION 


Dr. Karl Menninger: Do you think self-confidence in women is helped 
by pretty clothes? 

Alice: No—you have to have it inside of you, regardless. 

Dr. Saxe: Do conditions at Southard School help self-confidence? 

Alice: Yes. 

Dr. Saxe: How? 

Alice: Oh, you can say what you think and no one gets mad. 


The second paper was given by a 14 year old boy. 


Il. Tae Misspenavior or CHILDREN 
By Maurice S. 


The misbehavior of children is because when they ask for something 
and don’t get it or want to do something and can’t they get mad at 
the teachers and want to hurt their feelings. Another reason is because 
children don’t want to do what a child wants them to do. An ex- 
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ample is that Tom wanted a fountain pen to write with but Mrs. 
Malcolm thought he wasn't ready for one. Then he got mad at Mrs. 
Malcolm and had a fit about it. He said he was going to write his 
letter with Mrs. Coffman and ask for a pen. 

. . . The misbehavior of children is that they are apt to do what they 
want to do sometimes—like running away. They run away because 
they have aggressions against the teachers and are kind of mad at 
them. They have these aggressions because they don't get to do what 
they want to. An example of this is when Dick can’t smoke when 
he wants to, he gets cross with the teachers and feels like running 
away. 

Another misbehavior is when you feel like you are getting less 
attention than the other children and you act naughty in order to get 
attention from the teachers. An example of this is when John some- 
times teases Mark so that he will be sent up to his room. Another 
example of this is the other night when Tom came home from the golf 
course he wouldn't clean his own shoes and asked Miss Clarke and me 
and John to clean the mud off of his shoes for him. When we wouldn't 
do it he paid John a nickel to do it for him. This time he really paid 
money to get attention. 

The best way to cure misbehavior of children is to take some of their 
privileges away or let them take it out on the punching bag or go for a 
long bike ride or play in the sand. 


DISCUSSION 


Dr. Cameron: If children misbehave because they can't do what they 
want to do, how can one teach them? 
Maurice: Have a conference with them and explain why they 


shouldn't. 
Dr. Menninger: Does your method apply to adults? 
Maurice: Adults have had more experience. Hitler is misbehaving 


because he’s kind of going crazy. 
Ill. Taincs We Do wir Our Hanps—Cuitpren’s Crarts 
By John R. (aged 9) 
Today I am speaking on the crafts of children. Things we do with 


our hands are called crafts. 


Kinds of Crafts: 
1. Carving is used to get money from the wonderful things you can 
carve, such as dogs, and horses and cats. You can do plaster 
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carving, you can do soap carving and wood carving and marble 
and sandstone and limestone. 

2. Lathe work is done on the lathe and takes a lot of skill. On 
the lathe we can make plates, lamps, chair legs, things that can 
be made round. 

3. Clay is a very, very easy thing for anyone to do. I will explain 
how a dish is made. First you get a lump of wet clay, put it on 
the middle of the pottery wheel and take a cutting tool and 
shave the lump of clay y Bom round and then take a tool and 
smooth it. You start almost at the outside and keep cutting 
in until you have made a hollow. Then you smooth the 
outside. Then you take it off of the pottery wheel with a 
thin piece of wire and lay it very pe Fn aside to dry. Then 
you put it in the oven to be fired for 24 hours. After it comes 
out of the first firing you take it and glaze it with glaze. You 
can either spray it or paint iton. You do not paint glaze like 
you would paint a house, you daub the glaze on. Then you 
let the glaze dry. If you do not let the glaze dry it would 
break the pottery in the oven. When it is thoroughly dry 
you put it in the oven for another 24 hours and when it comes 
out it is finished. You can make other things besides dishes. 
You can make bowls, vases, chess men and other things similar. 

4. Metal craft is very easy to make. You take a round piece of 
metal and get a ball pein hammer drawing a line to show you 
where to pound. Sometimes when you want to make a design 
you draw a line in your ashtray. The line is so you will not 
go down to where your design is to be. Or you can do it by 
not drawing a line at all and making a kind of bow] shape. 
I made one which was bow! shaped. You can also use plastic 
to make a stand for it or not have any stand at all. 


Crafts are good for us because we learn how to use our hands much, 
much better. We learn how to measure, to draw plans, to make things 
which we didn't know how to make. Everything we start we must 
finish for if we didn’t the shop would be full of everything which 
wasn't finished. 


The fourth paper of the Institute was presented by Robert B., a boy 
of 14, who is in analysis. He had complained about the children not 
being allowed to attend the adult Institute, and his analyst had sug- 
gested that he present his objections to the group and let them take 
action in a democratic way. The Children’s Institute was an out- 
growth of this move. 
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His paper is printed as presented by him. His objections to analysis 
are interesting, inasmuch as he was never forced to go to analysis and, 
in fact, not infrequently remained away or left the hour early. A 
much longer introductory period than is usual was allowed him and 
his analysis was still in an introductory phase when this paper was 
read. 


IV. Way Cuitpren Do Nor Lixe ANALYsM 
By Robert B. 


Children do not like analysis because they are brought into it too 
suddenly. I think that the child should be introduced to the analyst 
by his parents. The child should stay only a short time the first day 
because the strange idea is too much for him. For the first few days 
the analyst should play with the child, or if he is older, they might 
go the the movies. In this way the child will grow to like the analyst 
a lot sooner 

There are several more reasons why I don't like analysis. If the 
child does not want to go to his analytic hour, when he is supposed to, 
he should not be forced to because that will make him think that the 
analysis is a kind of punishment; and that will make the child dislike 
analysis and he will make no progress. The analyst should not ask 
the child any deep personal questions at first, but should work up to 
that gradually. 

I do not think that analysis will do me any good because talking 
will not reach the problem. The analyst needs to witness the problem 
in action and work from there with the child. 


DISCUSSION 


Dr. Karl Menninger: How old should a child be for analysis? 

Robert: About 14 years. (his own age) 

Dr. Menninger: if a nine-year-old doesn't want to go to get rid of say, 
temper tantrums—how would you persuade him? 

Robert: I'd try to talk to him and make him believe. Most children 
if you show them how they will be if they don’t control their tempers 
will accept it. If a child doesn’t want to go he'll get mad and won't 
talk and forms an imaginary wall around him. 

Dr. Menninger: You say parents should bring the child? 

Robert: Yes, and tell him what would happen to him in later years 
if his tantrums go on. 

Dr. Saxe: Why would some children not want to go when it is so 
valuable? 
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Robert: A child might not like the idea—might not like to give up 
sport or play. That's why you can't keep changing the time of the 
hour all around, because he has a dull hour now and then. 

Dr. Menninger: What feature of analysis appeals most to the child? 

Robert: The analyst might have things to play with—games, amuse- 
ments and such. The analyst might have a personality the child 
likes—full of fun, likes to play a lot, and laughs. A wn year old 
might like building airplanes. Fifteen and sixteen-year-olds would 
like a person who 1s pretty jolly, not too much, and about the same 
qualities and interests and iaulligunce as they do themselves. 

Dr. Menninger: What about honesty? 

Robert: I’m sure that would be one quality—a child likes to be able 
to trust a person. 

Dr. Cameron: Should children have a man or woman analyst? 

Robert: Younger children, 5 or 6 to 10, should have a woman analyst 
—a good mother. They like to trust them. Twelve and older should 
havea man. They have interests that some women don’t understand, 
such as shooting. (Looks at his analyst and smiles, accusingly.) 

Dr. Cameron: fa boy had a father that was strict and they couldn't 
trust each other— 

Robert: Analysis would help him to get faith in his father. 

Dr. Saxe: Your title should have been, ‘How to Improve Analysis.’ 


V. Tae Lancuace or THE Matapjustep CHILD 
By Dick A. (aged 13) 


Today I am going to present a speech on the maladjusted child and 
his language. We will have a forum at the end of this speech. 

Stuttering: Some children stutter for three reasons. These are the 
three main reasons: (1) Their parents or some good friend of the child 
which he loves very much might stutter and the child wants to be like 
that person so he starts stuttering. (2) Masturbation. (3) Slums. 

(1) Love: Some children who hate their parents but have one friend 
they love very much might stutter. So the child takes after that 
person and follows and stutters. If stuttering isn’t caught within a 
few months it is going to be pretty hard to break him of that habit. 
If he goes on stuttering for years, you will have to give him lessons in 
language and speech so that he can talk right again, but if he has been 
doing it for just a few months you can call it to his attention and he 
will be able to break it for himself. 

(2) Masturbation: When a boy has a friend he likes very much, the 
friend might suggest masturbation to the boy. The boy will start 
stuttering and spluttering around because he didn’t know what it is 
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but then he gets started. He talks to himself about it and gets terribly 
worried about it and that starts him to stuttering because he is so 
worried and scared. His parents ask him if he has been masturbating 
and he has been pretty worried about it and talking to himself and 
stuttering and each time his parents ask him about it he stutters around 
for the answer. This keeps up for a few months and he gets in the 
habit of stuttering even if he has stopped masturbation, he keeps on 
stuttering, because he is in the habit. It will be necessary for him 
to have lessons in speech or might even have to be psychoanalyzed. 

(3) Slams: Crime usually starts in the slums. Nine out of ten boys 
in the slums are crooks and the other boy is a regular nice kid. So 
those nine boys get him interested in the crime wave, but he starts 
stuttering because he doesn’t know what it is and then he is sent out— 
does some crime and the cops catch him and ask questions and scare 
him so much that he stutters. He knows that if he tells the truth 
the other guys will kill him. So he gets in the habit and he positively 
needs the help of a psychoanalyst. 

Miscellaneous Causes: A boy might start stuttering for seemingly no 
reason at all but there is a reason for it deep down under the surface. 
There is a reason for everything so you must look for his reason. If 
it isn't any of the above reasons for stuttering, and if the teacher who 
is teaching him can't find out the reason for stuttering he must be 
taken to a psychoanalyst to find out. 

One reason for it might be adenoids or something wrong with his 
breathing apparatus. But how could that affect it? When a person 
is panting after racing so that he can’t get enough air to talk he may 
stutter. If he had braces on his teeth for a long time so that his teeth 
formations can be changed he must learn how to manipulate his teeth 
in their new places and also learn where to put the tongue. 

Excitement might cause stuttering because when a child is excited 
he runs all the words together. Some children might stutter to get 
attention from other people. Being scared always causes people to 
stutter. I know this because every time I get scared I stutter more 
than I do usually. 

There are a million and one theories why people stutter. 


The next lecture was given by Stanley, a 12 year old boy of superior 
intelligence, who had been in analysis four months when the Institute 
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was held. His paper concerns another boy, John, who is also enrolled 
in the Southard School. John was not in analysis and Stanley had 
heard no discussions of John's soiling, although the fact of it was 
known to him. In his own analysis no mention had been made of 
soiling as an aggressive act or of any phantasy related to feces. In 
this respect Stanley's lecture may foretell a future step in his analysis. 


VI. Psycnotocicat REasonInG 
By Stanley D. 


1. In a case when I was looking over Mrs. Malcolm's shoulder and 
she was trying to find Tom's book. She found Gordon's between 
Miss Martin’s bookends. If Miss Martin kept Gordon's between 
her bookends, where would Mrs. Malcolm be likely to keep hers? 
I figured out that if Miss Martin kept Gordon’s book between her 
bookends, that Mrs. Malcolm would probably keep Tom's book in the 
same place. That's what I call psychological reasoning. 1 found Tom's 
book in between Mrs. Malcolm's bookends. If you have any com- 
ments please ask me. 

2. John soiled his pants frequently, although he was nine years old. 
I figured out that since the birth of his baby brother he had had a lot 
of jealousy. He wanted to get revenge on his mother and soil his 
pants. He used to think the baby came out of the rectum instead of 
the vagina. He thought that the stool would harden and turn into 
a baby. When he strained, he thought that he was pushing the way 
his mother pushed when she had the baby. When he had to wash 
his pants, he cried quite a lot. I figured out that it was not because 
he had to wash his pants and because of the energy it took, but because 
he was killing the baby. 


DISCUSSION 


Dr. Karl Menninger: How could you know he had those fears? 
Stanley: He told that when he was little he liked to soil his pants. 
Dr. Menninger: Does he know this you have told us? 

Stanley: 1 don’t know. 

Dr. Greenwood: How long have you known the word ‘‘rectum’’? 
Stanley: Five years. 

Dr. Greenwood: Vagina? 

Stanley: Two years. 

Dr. Menninger: Are you going to be a doctor? 

Stanley: I want to be a psychoanalyst and an M.D. 
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Dr. Karl Menninger spoke on ‘‘Maladjusted Parents, or Why Parents 
Behave as They Do,"’ pointing out some of the problems and frustra- 
tions which parents encounter which prevent them from getting their 
own way. After a general discussion, the Institute closed with a 
picnic, as had the Institute for adults. 

It was noticed that the children seemed to be greatly gratified by 
the opportunity to conduct an Institute of their own, and that they 
were very serious and self-possessed in their preparation and delivery of 
their speeches, and took great satisfaction in the discussions. Their 
teachers reported subsequently that they seemed to have been definitely 
helped in their school adjustment, while their analyst also felt thatin 
some instances they had been helped with their analyses. 


A NOTE REGARDING THE SOUTHARD SCHOOL 


The Southard School is a co-educational year-round boarding school 
for fifteen to twenty children of normal or superior intelligence up to 
the age of sixteen, who have emotional and behavior difficulties. 
Progressive methods with emphasis on individual tutoring are utilized 
in their schooling, and their psychiatric treatment and guidance 
follow psychoanalytic principles. Medical supervision is provided, 
and special psychotherapy and child analysis are available for pupils 
when indicated. 

The School staff consists of a psychiatrist, psychoanalyst, psychiat- 
ric resident physician, psychologist, teachers and therapists, and 
three psychological interns, in addition to the clerical, housekeeping 
and maintenance force. 

Southard is organized on a non-profit basis. Its deficits are made 
up by the Menninger Clinic and by gifts from a few interested indi- 
viduals and a grant-in-aid from the Rockefeller Foundation. 

Opportunities for graduate work are provided through one-year 
psychological internships for college graduates who wish further 
training and specialization in the theory and practical application of 
child psychology, through seminars for staff members conducted by 

ychiatrists of the Menninger Clinic, and through an annual Mental 
eaten Institute for school teachers and social workers conducted by 
these physicians and one or two outsiders prominent in the field of 
education and mental hygiene. 
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